g/dL), erythrocyte sedimentation rate (1 mm), and liver enzymes were within normal ranges.
A 27-year-old male presented with diffuse abdominal pain and distention for 2 weeks. His medical history was notable of atopic asthma, rhinitis, and dust mite allergy. He was medicated with inhaled fluticasone 100 μg (twice/day). He denied edema of the lips, tongue or palate, dysphagia, odynophagia, vomiting, diarrhea, or weight loss. There was no history of previously known food allergy, recent travelling abroad, or new medication.
His physical examination was significant for moderate ascites, and laboratory workup demonstrated leukocytosis (14,600/μL) with peripheral blood eosinophilia (4,100/μL) and elevated serum IgE (154 IU/mL). C-reactive protein was only slightly elevated (0.39 mg/dL). His values of hemoglobin (14.5 g/dL), albumin (3.9 Discussion EGE is a rare, chronic inflammatory disease characterized by eosinophilic infiltration of the digestive tract. The etiology is unknown, but a personal or family history of food allergies and atopic disorders can be found in up to 50% of the cases [1] .
The clinical features of EG vary depending on the location, extent, and depth of infiltration of the gastrointestinal wall. Eosinophilic ascites is an unusual form of presentation of EGE [2] . It is characteristic of the predominantly subserosal pattern of the disease (the least common, followed by the intramural and the mucosal types) and is rare in young males [3] . However, even in the predominantly subserosal type, there is frequently significant mucosal and submucosal eosinophilic infiltration [1] , which allows for the diagnosis to be obtained through transendoscopic biopsies in most cases.
The radiological appearance, the eosinophilic infiltrate, and frank improvement after steroid therapy confirm the diagnosis.
The clinical course of EG is variable. Some patients have no recurrences, while others experience recurrent symptoms and require repeated or long courses of steroid therapy. In these patients, other therapies (mast cell inhibitors, antihistamines, or leukotriene receptor antagonists) may be considered [4] . According to previous studies, the predominantly serosal pattern of EG seems to have a good prognosis, with excellent response to steroids and presenting mainly with a single flare and no chronic course [5] .
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